Background: The objective of this study was to investigate clinical manifestations of lower extremity edema (LEE) in early ovarian cancer.
Background
Ovarian cancer is continuously increasing and the mortality is high [1] [2] [3] . Current standard treatment is cytoreductive surgery including lymph node dissection (LND) and chemotherapy. When there is no visible and palpable tumor in the peritoneal cavity during surgery, systematic pelvic and paraaortic LND is performed for staging and debulking. For advanced bulky ovarian cancer, the high rate of recurrence, which affects approximately two-thirds of the patients, is a critical issue. On the other hand, quality of life is one of the important concerns for patients with early stage ovarian cancer.
Lower extremity edema (LEE) after surgical treatment is one of the most important problems for women with ovarian cancer. About 20% of ovarian cancer patients develop LEE [4] . However, previous studies suffered from critical limitations in terms of reproducibility because of the heterogeneous study cohort that included patients with cervical, uterine, and vulvar cancer. Clinical information, such as stage, was not included [4] [5] [6] . Records concerning LEE and lower leg lymphedema (LLL) have been inconsistent. Generally, LEE is reported by patients as a questionnaire response and LLL is for the clinical diagnosis.
We investigated the clinical manifestations of LEE and LLL in patients with early ovarian cancer and reviewed the literature of LEE and LLL in patients with ovarian cancer.
Methods
After obtaining Institutional Review Board (National Cancer Center, Korea) approval (NCCNCS-12-565), we reviewed medical records of patients with early ovarian cancer (FIGO stage I and II) at National Cancer Center who underwent cytoreductive and staging surgery between January 2001 and December 2010. Inclusion criteria were early stage epithelial ovarian cancer, no active treatment, available telephone communication with patients, and ability and willingness to provide verbal informed consent.
Medical records were reviewed. All patients who met the inclusion criteria were contacted by a telephone call by a investigator (JS LEE). The telephone interview questionnaire for LEE and gynecologic cancer lymphedema questionnaire (GCLQ) took approximately 20-30 min to complete. The questionnaire for LEE included onset, severity, location, duration, and management. Patients were also questioned concerning deep vein thrombosis to exclude other causes of LEE. LEE was defined as subjective edema of lower extremity based on patients' complaint. LLL was defined based on a clinical diagnosis of lymphedema by a physician.
A previously developed GCLQ was pilot tested with patients with gynecologic cancers [7] . The GCLQ is satisfactory to distinguish patients with and without LEE [area under the curve (AUC), 0.95] and is easy to use. The patient-self-reported symptom scores, GCLQ, included seven symptom clusters: heaviness (item 14), swelling (general; items 8, 9, 20) 7, 12, 15, 16) , and physical functioning (items 1-6) [7] . In the current study, Korean version of GCLQ (GCLQ-K) which was developed after minimal modifications from original GCLQ by our research team and showed high internal consistency and reproducibility was used [8] . In addition, ever or current LEE, location and onset of LEE, and any symptoms related to LEE were evaluated. Past LEE was an experience of LEE during a certain period and no current LEE. Current LEE was the existence of LEE at the time of survey irrespective of the onset of LEE. Ever LEE included the entire past and current LEE.
Results
Of 96 patients with early epithelial ovarian cancer, 71 patients were contacted by telephone and their medical records were available ( Figure 1 ). Characteristics of evaluable patients for LEE (n = 71) including age, body mass index, type of disease, FIGO stage, histology, CA125, and LN dissection are presented in Table 1 . Most patients had ovarian cancer (n = 69) and the remaining two patients had tubal cancer. Fifty-two and 19 patients were identified and comprised the current FIGO stage I and II groups, respectively. The median age of the patients was 46 years (range, 22-65 years). Fifteen patients (21.1%) had serous histology. The remaining 56 patients (78.9%) had non-serous histology: mucinous (n = 11, 15.5%), endometrioid (n = 14, 19.7%), clear cell carcinoma (n = 15, 21.1%), transitional cell (n = 3, 4.2%), and other including mixed carcinoma (n = 13, 18.3%). Serum CA-125 was checked preoperatively in 68 patients (95.8%); 39 patients (57.4%) had elevated serum CA-125 level (≥35 U/mL). The median value of serum CA-125 was 42 U/mL (range, 1.9-4389 U/mL). Sixty-one patients (85.9%) received chemotherapy, which consisted of paclitaxel and carboplatin in 39 patients, paclitaxel and cisplatin in 20 patients, and cyclophosphamide and cisplatin (+Adriamycin) in two patients.
Of 71 evaluable patients, 29 (40.8%) patients had or previously had LEE. Of 29 patients, 16 patients (55.2%) had current LEE and 13 patients (44.8%) had past LEE. Clinical LLL was diagnosed in nine patients with ovarian cancer. All nine patients with a clinical diagnosis of LLL were included in the group of patients with LEE. One patient did not remember the exact onset time and endpoint of LEE. Onset time and end-point of LEE could not be precisely identified in one and five patients, respectively. Accordingly, the duration of LEE was not definitive in seven patients. Figure 2 depicts the onset and duration of LEE. In the 27 patients with a clear onset of LEE, LEE occurred within 1 month after LND in 17 (63%), within 3 months after LND in five (18.5%), within 6 months after LND in two (7.4%), and within 12 months after LND in one (3.7%). In two patients, LEE developed 51 and 72 months after LND. More than half of the patients (16/29, 55.2%) had LEE at time of completing the questionnaire. In the 22 patients with a clear duration of LEE, the duration of LEE was within 6 months in six (27.3%), 12 month in two (9.1%), 60 months in five (22.7%), and more than 60 months in nine (40.9%). Table 2 summarizes the patient-reported GCLQ data measured as "present with the past 4 weeks". Symptoms in order of frequency were numbness (40.8%), firmness/tightness (22.5%), swelling (22.5%), heaviness (22.5%), limited movement of knee (21.1%), aching (21.1%), leg or foot feel weakness (18.3%), stiffness (15.5%), increased temperature in the leg (12.7%), limited movement of ankle (11.3%), and limited movement of foot (11.3%). The GCLQ score was significantly higher in patients with ever LEE compared to no LEE (p < 0.01).
Of the 29 patients with ever LEE, 10 (34.5%) patients made efforts to reduce the LEE by leg elevation using a pillow (n = 8), remedial exercise (n = 3), and other personalized exercise (n = 1). Of the 71 patients with early ovarian cancer and LND, only 52.1% (37/71) of the patients replied that they had general knowledge for LLL: 86.2% (25/29) and 28.6% (12/42) in patients with ever LEE and no LEE, respectively.
Discussion
This is the first report to our knowledge that specifically addresses the incidence and duration of LEE in the ovarian cancer. The prevalence of ever LEE was 40.8, past was 18.3, and current was 22.5%. Most of the LEE (86.2%, 25/29) developed within 12 months after surgery and LEE lasted more than 6 months in approximately two-thirds of the patients (62.1%, 18/29).
The onset of LEE is consistent with previous results [6, 9] . LEE and LLL are an important problem for ovarian cancer patients, because the current standard surgical treatment of ovarian cancer include lymph node dissection [10] . However, the real clinical impact of LEE and LLL on quality of life has not been specifically investigated (Table 3 ). We routinely offer education concerning the risk of lymphedema, lymphocyst, and dermatolymphangitis, and guidelines to prevent LLL in our routine clinical practice. More recently, we instituted a policy where all patients scheduled to undergo LND watch a video of exercise for lymphedema before surgery. However, only half of the patients with early ovarian cancer responded that they are aware of LLL. It seems that knowledge for lymphedema might be acquired post-LEE, considering the appreciable difference of knowledge depending on the existence of LEE (86.2% vs. 28.6%). Action and study for effective health care provider-patient communication is needed to narrow the gap between health care provider efforts and patient knowledge [11] .
From two randomized trials of LND, the risk of LLL significantly increased in a group with systematic LND compared to a group with lymph node sampling in early (5.8% vs. 0%) and advanced (6.5% vs. 0%) ovarian cancer [12, 13] . The site of the lymph node dissected is an important factor related to LEE/LLL. Paraaortic LND (25.8 vs. 31.7%, p = 0.158) does not increase the risk of LLL [9] . The prevalence of LEE was significantly elevated after LND including the groin: 18.0% for pelvis and paraaortic; 20.2% for pelvis only; 50% for pelvis and groin, and 62.2% for groin only [6] . Groin and pelvis is the critical area for LEE/LLL. Paraaortic LND is not a risk factor [5, 6] . In this study, most of women with early ovarian cancer underwent systematic LND in the pelvis and paraaortic area. Retroperitoneal closure was investigated and found not to be a risk factor of LEE despite a significant numerical difference (41.7% vs. 22.2%) [14] . Because of the small number of patients (n = 21), further studies are needed to confirm this. In this study, only the peritoneum of the aortic area was closed in patients with ovarian cancer. The exact role of retroperitoneal closure should be confirmed in a large patient cohort. Body mass index, surgical approach (laparotomy vs. laparoscopy), and symptomatic postoperative lymphocele are not risk factors of LEE/LLL [4, 5] . Two randomized trials analyzed survival for systematic LND in ovarian cancer [12, 13] . In one study, systemic LND improved only progress-free survival in advanced ovarian cancer [13] . In early ovarian cancer, there is no survival benefit from systematic LND [12] . The power was 80% implying insufficient power to exclude clinically important effects of systematic LND on survival [12] . LND is still one of the standard staging and cytoreductive surgical procedures. At this point, gynecologic oncologists, medical oncologists who perform adjuvant chemotherapy, and patients with ovarian cancer should be aware of the pattern of LEE/LEE [10] . Figure 2 illustrates the pattern of LEE after cytoreductive surgery and adjuvant chemotherapy, in close agreement with previous studies [6, 9] . We first investigated the duration of LEE ( Figure 2) . This information should be discussed with patients before LND.
On the other hand, Matsuo et al. reported that LEE at time of the initial diagnosis of ovarian cancer is a strong prognostic indicator of PFS (4.9 vs. 15.3 months, p < 0.01) and overall survival (5.9 and 49.1 months, p < 0.01) [15] . Previously, we reported that LEE as a clinical manifestation of deep vein thrombosis, suggesting disease burden, might be a poor prognostic marker in survival of ovarian cancer [16, 17] . In the current study, 41.4% (12/29) of the patients responded that they had LEE immediately after surgery. However, the prognostic role of LEE is difficult to analyze because of the limited disease failure in early ovarian cancer. Theoretically, LEE could easily develop in patients with deep vein thrombosis from extensive disease and compression of lymphatic vessel from bulky lymph node metastasis. The prognostic role of LEE in ovarian cancer should be investigated.
The limitations of this study are that it was not a prospective study, that LEE/LLL related events like postoperative lymphocyst and/or dermatolymphangitis were not analyzed, and the lack of confirmation of the relationship of LEE and LLL because a significant portion of the patients in this study visited only annually. And there is a possibility of bias because this was a retrospective and cross-sectional study. The strengths of this study are the homogenous patient cohort in terms of stage, surgical principle, and adjuvant chemotherapy; the use of a validated questionnaire [7] ; and the clear description of the duration of LEE.
Conclusions
In the current study, significant numbers of patients with ovarian cancer have LEE after primary treatment of ovarian cancer. However, most of them were unfamiliar with lymphedema until they actually develop LEE. Therefore, preoperative and postoperative counseling and education for prevention and early sign of LEE/LLL should be provided to the patients who will undergo LND. And prospective studies for effective educational interventions on LEE/LLL are needed in patients with ovarian cancer.
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